Introduction
What is the future of general-practitioner obstetrics ? Has the general practitioner any place other than sharing in antenatal and postnatal care? Alternatively, will hospital practitioners become numerically important and perhaps fairly senior members of the consultant obstetric team? The answers to these questions may be political rather than medical, but this study was Although Brecon was designated as a general-practitioner unit, patients were booked by the consultant. All primigravidae were seen by him at 34-36 weeks, and other problems were referred directly and not via general practitioner obstetricians. Particular attention was paid to screening high-risk perinatal problems. A monthly informal "postmortem" on all abnormalities was conducted as part of his regular visit, and simple annual maternity statistics were prepared by the nursing staff. The unit at Guernsey was open to any private practitioner, but midwives also conducted almost total obstetric care, with only one obligatory medical consultation. There was, therefore, no coherent booking policy. An up-to-date notebook on modern obstetric management was supplied to all practitioners using the unit. The results of a perinatal mortality survey for 1970-4 (prepared with guidance from Professor N Butler), were 
Discussion
A major problem of this survey was finding out how many patients from the catchment areas of the four units were initially referred to district general hospitals. In Guernsey the care was total, and fortunately both Whitby and Brecon were each used by a single, large group practice and these two units provided for roughly 90% of all confinements. The figures, allowing for different degrees of case selection, were nevertheless reassuring, particularly the reasonably low transfer rates for mothers in labour and neonates, combined with the low perinatal mortality, which seemed to validate the booking policy in relation to the type of service and facility provided. Perinatal mortality may be useful in monitoring a unit's performance, since a rise may point either to inappropriate booking or to a lack of equipment or expertise. Crude transfer figures may not always accurately reflect the severity of a problem, as, for example, a mother transferred in labour may subsequently deliver easily and spontaneously in the district general hospital. In Brecon, cervicographic records of labour3 have been used routinely for four years, and indeed Philpott and Castle4 first developed this technique to help early identification of dystocic labour patterns in outlying, isolated units in Rhodesia.
Recently, an apparent conflict of interests in obstetrics has arisen between a rather vocal, consumer movement who demand more personal attention, with a return to natural childbearing,5 and the medical establishment of ever larger units with higher technology. The staff who I visited all agreed that mothers and their husbands preferred smaller units, but this argument would be greatly weakened by a greater risk of mortality or morbidity for mother or child. With the exception of Guernsey, the most worrying deficiency was the lack of paediatric cover at registrar level. A recent discussion document6 pointed out that this is a general problem. Most 
